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This study reports secondary outcome analyses &@ast study of the Penn Resiliency
Program (PRP), a cognitive-behavioral depressiemngntion program for middle-school
aged children. Middle school students (N = 697)emamdomly assigned to PRP, PER
(an alternate intervention), or control conditio@illham et al., (2007) reported analyses
examining PRP’s effects on average and clinicaéleewf depression symptoms. We
examine PRP’s effects on parent-, teacher-, afideg@brts of adolescents’ externalizing
and broader internalizing (depression/anxiety, gsmmacomplaints, and social

withdrawal) symptoms over three years of follow-Rglative to no intervention control,

PRP reduced parent-reports of adolescents’ iniemglsymptoms beginning at the first
assessment after the intervention and persistingnfust of the follow-up assessments
PRP also reduced parent-reported conduct probletatve to no-intervention. There
was no evidence that the PRP program producedfeat @n teacher- or self-report of
adolescents’ symptoms. Overall, PRP did not redyoeptoms relative to the alternate
intervention, although there is a suggestion ofekaykd effect for conduct problems.
These findings are discussed with attention to ldgweental trajectories and the
importance of interventions that address commok féstors for diverse forms of

negative outcomes.
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Introduction

Children and adolescents who show conduct probldtes also experience internalizing symptoms
such as depression and anxiety. Considering popoibaised samples, children and adolescents diagnos
with either of the two primary conduct diagnosesked by high rates of externalizing symptoms (Cartdu
Disorder and Oppositional Defiant Disorder) arero§etimes more likely to have a comorbid depression
diagnosis and over 3 times more likely to have madid anxiety diagnosis (Angold & Costello, 2001).
While the source and sequencing of this comorbidiptinues to be an important and nuanced debate,
overlapping risk factors certainly signal, and magntribute to, maladaptive developmental processes
involved in co-occurring externalizing and intetimedg symptoms (Caron & Rutter, 1991; Loeber & Kaen
1994). For example, biased cognitive styles ina@esk for conduct problems and anxiety or depogstéee
Dodge, 1993). Problems also transact over developngymptoms at one point in time increase the
likelihood of academic and social failures. Theadufes, in turn, can contribute to a variety ofeta
symptom, such as externalizing and internalizingbfgms (Burt, Obradovic, Long & Masten, 2008;
Cicchetti, Rogosch & Toth, 1994). Thus, progranat #ffectively target shared risk factors may helguce
the more immediate development of anxiety, depoessir conduct problems, while also helping to addr
maladaptive processes that exacerbate or leaditticeml problems later in development.

During the past 20 years several cognitive-behaVidepression prevention programs have been
developed for children and adolescents (Horowit&s&ber, 2006). Many of these programs include sskill
training in perspective taking, decision makingpiog and emotion regulation, and other technighes dre
also used to treat conduct problems in children adolescents (see McMahon, Wells & Kotler, 2006).
Similarly, many of these programs include techngyweich as assertiveness, relaxation, and cognitive
restructuring that are components of effectivetinests for generalized and social anxiety. Destite
overlap in techniques, little is known about théeetls of adolescent depression prevention programs
conduct problems and a broader range of intermgligymptoms including anxiety, somatic complaiatsj
social withdrawal.

The Penn Resiliency Program (PRP), a cognitiveddehs&l depression prevention program for
middle school age students, was designed to tdegeession and also, to some extent, broader alizng
and externalizing symptoms that often co-occur wipression during adolescence. PRP includesritpini
all of the skills just mentioned. The program waseloped for delivery by school teachers and cdarsdn
previous studies, it has been implemented afteodcbr during the school day (e.g., in health class
advisory). The program aims to help students devskills that can serve as coping resources tadaeoipe
with, or otherwise address stressors as they tmmsinto adolescence and beyond. Sessions involve
discussions, skill training, and role-plays in #lassroom setting, and homework to reinforce theggam
content. In this way, PRP responds to calls tazetithe school setting as a context for promotiogitpve
youth development and bolstering later competemckrasilience (e.g., Masten, Herbers, Cutuli & afa
2008).

Several studies demonstrate PRP’s benefits on si@peesymptoms. A meta-analytic review of PRP

studies indicates that PRP produces small butbteliseductions in depressive symptoms (Brunwasser,
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Gillham & Kim, 2009), but less is known about itfeets on externalizing symptoms or internalizing
symptoms other than depression (Gillham, Brunwa&séreres, 2007). The first published study of PRP
found significant reductions (relative to a contgsbup) in children’s conduct problems as reporbgd
parents immediately following the intervention asid months later (Jaycox, Reivich, Gillham & Selgm
1994). An evaluation of PRP in Australia found diigant reductions in self-reported anxiety sympgofar
PRP participants relative to controls (Roberts, &aBishop, Matthews, & Thompson, 2004; Roberts,&an
Thomson, Bishop, & Hart, 2003). A pilot study ewwing the combination of PRP and a parent program
found significant prevention of anxiety symptomsotigh a one year follow-up period (Gillham et 2006).
However, a recent randomized controlled study o Fund no overall effect of PRP on anxiety symppm
although PRP significantly reduced anxiety sympt@meong adolescents with average and higher levels o
hopelessness at baseline (Gillham et al., 2012)levgbme evidence suggests that PRP reduces amaxidty
conduct problems, at least in the short term, aenmmmprehensive analysis is needed to evaluate the
program’s effects on children’s symptoms and bedrav multiple contexts over a longer period oféim

This paper examines PRP’s effects on behavior pnobkland internalizing symptoms as reported by
adolescents, their parents, and teachers in a langé&udinal evaluation (Gillham et al., 2007).sPanalyses
of PRP’s effects on self-reported depression (thengry study outcome) showed that PRP significantly
reduced depressive symptoms relative to no-intéisercontrol in two schools but was not more bemiafi
than control in the third. No benefit was found fBRP over an alternative intervention, the Penn
Enhancement Program (PEP) that was designed tootdémt intervention ingredients that are not sfiedio
cognitive-behavioral interventions, such as sosigiport and the discussion of stressors. The dupagrer
uses data from this evaluation to examine PRP’sctffon secondary outcomes including adolescents’
internalizing symptoms (anxiety/depression, somat@mnplaints, social withdrawal) and externalizing
(conduct) symptoms as reported by adolescents, phaeénts, and teachers. We hypothesize that gsiden
the PRP intervention will show lower levels of batkernalizing and externalizing symptoms beginnivith
the post assessment and continuing through the trears of follow-up compared to the PEP intergamti

and compared to controls.

Method
Participants

Detailed information about study participants andthnods is reported elsewhere (Gillham et al.,
2007). Participants were 697,67, and §' graders (376 boys, 321 girls) who participatedomgitudinal
evaluation of two school-based interventions desigio prevent symptoms of depression in adolescéfts
the 684 participants who provided information ab@gde or ethnicity, 512 (75%) were Caucasian, 62)(9
African American, 24 (4%) Asian, 13 (2%) Latino arn8l (11%) some other race/ethnicity. Informed cahse
was obtained from parents and assent from adolesbefore completing any study procedures. Thiskwor

was approved by the Institutional Review Boardhef tyniversity of Pennsylvania.

Intervention Conditions
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At each of three participating schools, adolescinta consenting families were randomly assigned
to one of the three study conditions. Adolescessigaed to the Penn Resiliency Program (PRP) jjeated
in a cognitive-behavioral group intervention thagtnone day each week after school for 12 weeks. PRP
covers a variety of cognitive skills including idiéying common emotions, understanding the linkwesn
thoughts and feelings, challenging maladaptivekihip styles by examining evidence and alternatiees]
decatrophizing. Behavioral skills include asseriggs, problem-solving, relaxation, and other skitls
coping with difficult emotions and experiences. faments assigned to the Penn Enhancement Program
(PEP) participated in an alternative group inteti@ninvolving leader-facilitated discussions anteractive
activities and games. PEP was also a depressioBrgien intervention involving some components toat
shared with PRP, such as social support, atteritmm group leaders, and the discussion of day-to-da
problems that are common in adolescence. HoweMel, Bcked the intervention components specific to
cognitive-behavioral therapy, setting it apart fr@RP in these ways. Therefore, PEP was primardyed
as a control for non-cognitive-behavioral interventingredients found in PRP. PEP also met oneedah
week after school for 12 sessions. Adolescentgasdito the control condition did not participateai PRP
or PEP group. For more information on the PRP dfid iterventions, see Gillham and colleagues (2007)

PRP and PEP groups were led by school teachemplsobunselors, and graduate students in school
psychology, education, and clinical psychology (reffiliated with the research team). Prior to
implementation, group leaders participated in ehB®aining workshop. Leaders also completed biweek
group supervision with the PRP and PEP develofdédrsre were 19 PRP groups and 19 PEP groups, each
containing between 6 and 14 children. Research mambers lead one PRP group and one PEP group to
accommodate scheduling difficulties and a short#dggroup leaders at the schools. No difference feward

in effects for school staff (teachers and counsglegrsus graduate students and researchers.

Assessments and Measures

Adolescents, their parents, and one of their ofirracademic teachers completed
questionnaires before the interventions began haggproximately two weeks after the interventions{p,
and at six month intervals for three years follogvihe intervention. Current analyses are basedaoallpl
forms of the Achenbach System of Empirically Badsdessments (ASEBA: Achenbach, 1991). Adolescents
in all conditions completed questionnaires inclgdihe Youth Self Report Form (YSR). Parents reckihe
Child Behavior Checklist (CBCL) at these same wrs. Families chose which parent completed the ICBC
Researchers invited one of the adolescents’ cuteamwhers to complete the Teacher Report Form (BRF)
each assessment point. All three measures (YSR,LCBAd TRF) include two major composite scores
reflecting internalizing symptoms (somatic complgjn social withdrawal, and symptoms of
anxiety/depression) and externalizing symptoms rgggive and delinquent behaviors). The ASEBA
measures are among the most widely used in psygicalaesearch with children around the world.

Satistical Analyses
Intent-to-treat analyses examined interventionot$fen internalizing and externalizing symptoms as
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reported by adolescents, their parents, and teacN&R, CBCL, and TRF externalizing and internaligi
raw scores violated normality assumptions. Corvectiquare root transformations were used for YSR an
CBCL data while a natural log transformation wapliggl to TRF scores. We report Mixed Model Analyses
of Covariance (MM ANCOVAS) testing for main effeat$ condition. Likelihood ratio tests indicatedeth
unstructured covariance structure was the mostogpiate. This was supported by similar decisiorsedaon
other model fit statistics such as the AIC and Bi@erion. Statistical contrasts compared the esmioh
marginal means for each pair of conditions fromdtierall MM ANCOVA. When MM ANCOVASs revealed
significant intervention effects, ANCOVAs examingttervention effects at each assessment point, with
baseline scores covaried. We used two-tailed alphdscalculated effect sizes based on Cohgnising the
difference in estimated marginal means divided Iy pooled standard deviation. Negative effect sizes
indicate that PRP symptom scores were lower tharalo(or PEP) scores over the follow-up periodr Fo

PEP vs. control comparisons, negative effect simtisate lower scores in PEP than Control.

Attrition and missing data.

As with many longitudinal designs, the current gtdigced challenges with retention and attrition.
Considering self-report assessments, 301 adolesgemtduced valid YSR scores at the final 3-year
assessment, and approximately half (n = 377; 5486)lyzced valid YSR scores for at least 6 of the 8
assessment points. For the CBCL, parents produaBd scores for 160 participants at the final 3ryea
assessment, and about half (n = 355; 51%) provdderks at 3 or more assessments. Teachers proadted
TRF scores for 161 participants at the final 3-y@smessment, and nearly half (332; 48%) providéd V&F
scores for at least 4 assessments. Rates ofaattdid not differ between conditions, nor did &tin rates
impact the effects of condition group presentedwelAnalyses controlling for the number of assesgme
that participants completed produced similar figginThe number of missing data points was noteel&d
demographic variables nor baseline symptom scmeggesting that patterns of missingness met the
assumptions of data missing at random (Schafer&hé@m, 2002).

Missing data were imputed using PROC MI of SAS ier®.1. The imputation procedure estimates
missing values through an iterative process: Firgtximum likelihood estimates were derived throagh
expectation-maximization (EM) algorithm. These resties were then used as a starting point for a dwark
chain Monte Carlo (MCMC) method to create five irtgul datasets (Schafer & Graham, 2002). These
datasets were collapsed into a single datasenfdyses by taking the mean of each value. Analysse run
using imputed and non-imputed datasets. The maipstof effect sizes were comparable. Results fiwn t

imputed dataset are reported here.

Results
Baseline Differences.

Groups did not differ at baseline with respect ge,agrade, income, or parents’ combined level of
education. The groups differed on parent’s repbiinternalizing symptoms on the CBCL at baselirtes t
PRP and PEP participants both scored higher thatrats, but did not differ from each other (see I€a.
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On the CBCL externalizing scale, the PEP group masginally higher than controls (see Table II), hot

other group differences emerged at baseline. Thepgrdid not differ on the internalizing or extdiziag

scales of the YSR and TRF. All analyses covary Ioeséternalizing and externalizing symptom scoi@s

control for these differences as well as the cewere between and within internalizing and exterivadi

symptoms across contexts at the baseline assessBwmnelations between key variables are preseinted

Table IIl.

Adolescent Reported Outcomes. YSR
MM ANOVAs revealed no overall intervention effecs YSR internalizing £ (2, 688) = 2.30ns)

or externalizing scoresH (2, 688) = 0.71ns).

Table I. Parent’s report of internalizing symptoms: CBCL Internalizing Score means and test statistics

Baseline

& months

12 months

18 months

24 months

30 months

36 months

Mean ANCOVA F-Statistic

(SD) d (95% Cllower bound; upper bound)
PRP PEP Control PRP vs. Control PEP vs. Control PRP vs. PEP
10.34 10.15 8.38 F(1,464)=893% F(1,463)=7.08%* F(1,461)=.10
{7.20) {7.96) (6.58) d =0.27 (0.09; 0.45) d =0.25 (0.06; 0.43) d =0.03(-0.15; 0.21)
7.92 7.93 7.86 F (1,458)=10.57** F (1,457)=9.87%* F (1,455)=.04
(6.70) (6.84) (6.31) =-0,19 (-0.30; -0.08) d =-0.18(-0.29; -0.07) d =-0.01(-0.12;0.10)
7.67 7.13 7.42 F (1,458) = 2.12 F (1,457)=9.41%* F (1, 455) = 2.78%
(5.63) (5.99) (6.12) d =0.09 (-0.22; 0.04) d =-0.20(-0.32; -0.07) d =0.10(-0.02; 0.23)
6.17 6.40 6.59 F (1, 458) = 13.37#%** F {1,457)=9.26%* F (1,455)=.26
(5.30) (5.74)  (5.78) d =-0.23 (-0.36; -0.10) d =-0.20(-0.32; -0.07) d =-0.03 (-0.16; 0.09)
6.16 6.55 7.56 F (1,458) = 48.63%%* F (1,457) = 39.24%+* F(1,455)=1.41
(5.14) {5.71) (5.68) =-0.44 (-0.56; -0.32) d =-0.37 (-0.49; -0.25) d =-0.07 (-0.19; 0.05)
4,94 5.46 6.29 F (1, 458) = 35.92%** F (1,457) = 17.51%%* F (1,455) = 3.68t
(4.79) {5.00) {(5.17) d =-0.43(-0.56; -0.29) d =-0.30(-0.43; -0.16) d =-0.13 (-0.27; 0.01)
5.53 6.06 7.03 F (1,458) = 31.11%** F (1,457) = 21.24*** F (1,455)=1.27
(481  (5.75)  (5.75) d =-0.41 (-0.55; -0.27) d =-0.34 (-0.47; -0.19) d =-0.08 (-0.22; 0.06)
5.01 5.45 6.00 F (1, 458) = 20.48%** F (1,457) = 14.14%** F (1,455)=1.31
(4.69)  (5.08)  (5.04) d =-0.35 (-0.50; -0.21) d =-0.27 (-0.41; -0.13) d =-0.08 (-0.23; 0.06)

tpe.l;*p<.05; *p<.01; ¥+ p<.001
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Table II. Parent’s report of externalizing symptoms CBCL Externalizing Score means and test

statistics
Mean ANCOVA F-Statistic
{SD) d (95% Cl lower bound; upper bound)
PRP PEP Control PRP vs. Control PEP vs. Control PRP vs. PEP

faseline 11.35 1195  10.40 F (1,464) = 1.872 F (1,463)= 351+ F(1,461)=.30
(8.64)  (9.20)  (8.27) d = .13(-.056; .31) d =.18(-.01; .36) d =-.05 (~.23; .13)

oot 10.33 1065  10.33 F (1,458) = .86 F (1,457)=1.94 F(1,455)= .26
(8.82)  (8.79)  (0.14) d = -.05 (-16; .05) d =-.08 (~.18; .03) d = .03(-.08;.13)

6 month 9.26 9.67 9.88 F(1,458)=5.11* F (1,457)=5.59* F (1,455)= .01
menths (718)  (7.43)  (8.59) d =-12 (-23;-.02) d =-12{-23; -.02) d = .00 (-10; .11)

8.73 9.09 9.07 F (1,458)=2.10 F (1,457) = 3.19+ F (1,455)=.09

12 months
(7.88)  (8.32)  (8.50) d =-.08 (-.19; .03) d =-.10 (-.21; .01) d =.02(-08;.13)
18 months 7.65 8.88 1011 F(1,458) = 33.04%%* F (1,457) = 18.41%*+ F (1,455)= 3.67+
(6.53)  (7.45)  (8.62) d =-.36 (-.48; -.24) d =-25(-.37; -.13) d =-11 (~23;.01)
— 6.59 7.97 9.31 F (1,458) = 44.31%%* F (1,457) = 15.81%** F (1, 455) = 9.41%*
(6.44)  (7.17)  (8.42) d =-43(-56;-.31) d =-25(-.38; -.13) d =-.18 (-.30; -.06)
30 month 6.96 8.52 9.91 F (1,458) = 50.89%** F (1,457) = 18.61%** F (1, 455) = 8.57**
menths (673 (7.72)  (8.84) d = -.45 (-58; -.33) d =-28 {-40; -16) d =-.18 (-.30; -.05)
26 month 5.72 6.89 8.50 F (1,458) = 58.69%** F (1,457) = 25.29%** F (1, 455) = 8.96%*
menths (6.01)  (6.60)  (7.65) d =-51 (-.64; -.39) d =-.33 (-46; -.20) d =-18 (-.31; -.06)
tpe<.l;*p<.05 **p<.01; ***p<.001

Table Ill. Correlations among adolescent, parent, ad teacher report measures at baseline

2. 3. 4. 5. 6.
1. YSR Internalizing 59*** .26%** .19%** .14 .04
2. YSR Externalizing == .18+ I Rl .09* .33x**
3. CBCL Internalizing - LBLF* 20 .12*
4. CBCL Externalizing = 13 gk
5. TRF Internalizing = 3@k
6. TRF Externalizing -

Parent Reported Outcomes: CBCL

MM ANCOVA indicated an overall effect of conditiam parent-reported internalizing symptonis (
(2, 688) = 21.66p <.001). PRP and PEP reduced internalizing symptetative to no-intervention controls,
but did not differ from each other: PRP v CQN688) = -6.03d = -0.39,p <.01; PEP v CONt (688) = -
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5.32,d = -0.34,p <.01, PRP v PER,(688) = -0.73ns. ANCOVAs showed that PRP and PEP participants
scored lower than controls on internalizing symmoat all assessment points except 6 months post-
intervention, but PRP and PEP groups did not diganitly differ at any follow-up (see Table | andy&ie 1).

MM ANCOVA analyses also indicated an overall effexft intervention on parents’ report of
externalizing symptoms F (2, 688) = 10.33;p < .001). PRP and PEP reduced parents’ reports of
externalizing symptoms relative to controls, but rebative to each other: PRP v CON688) = -4.25d = -
0.28,p <.01; PEP v CONt (688) = -3.54d = -0.24,p <.01, PRP v PER, (688) = -0.04d = -0.05,NS
ANCOVA:s indicated that PRP reduced externalizinmgioms relative to PEP and to control groups at all
assessment points beginning 2 years post-intepretitrough the end of follow-up (see Table Il angluFe

2). [1]

Teacher Reported Outcomes. TRF
MM ANOVAs revealed no intervention effects on TRiiernalizing (F (2, 688) = .00;,NS) or

externalizing scoresK (2, 688) = .69NS).
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Figure 1. Square-root transformed CBCL internalizing score estimated marginal
means by intervention condition. Error bars represat standard errors of the means.
See Table 1 for corresponding test-statistics.

ISSN 2073-7629
© 2013 CRES/ENSE Volume 5, Number 2, November 2013 p 74



33 —PRP
I PEP
31 \ === Control
2o '1 ----}\ /,{\\ . T\
R - \‘s —"' 1 AN
I SN Pid ~de-” ~
l \\\L" \\\‘

CBCL Externalizing Score
Transformed EM Means
[\ )

l
2.1 \

1.9

1.7 t } } } 1 t } {
Baseline Post 6 Mos. 12 Mos. 18 Mos. 24 Mos. 30 Mos. 36 Mos.

Assessment

Figure 2. Square-root transformed CBCL externalizirg score estimated marginal
means by intervention condition. Error bars represat standard errors of the means.
See Table 2 for corresponding test-statistics.

Discussion

This study examined PRP’s effects on internaliz8ygnptoms and externalizing symptoms as
reported by adolescents, their parents, and tlegichers. Contrary to our hypotheses, we did nat fin
significant effects of PRP on self- or teacher-repoof adolescents’ internalizing and externalizing
symptoms. However, we did find significant bene&itsPRP on parents’ reports of both types of symmsto
relative to controls.

These findings suggest that PRP produced benefigglolescents’ symptoms and behavior that were
observable to parents but not to teachers or tob#taviors the adolescents’ reported themselvesis T
inconsistency in findings by reporter is puzzling bonsistent with a large body of research thaudeents
limited agreement between self-, parent-, and &adports of children’s and adolescents’ symptdbes
Los Reyes & Kazdin, 2005). This limited agreemeasweflected in our sample as well; correlatiorts/ben
adolescent-, parent-, and teacher-reports of athriés symptoms and behavior were statisticallyifiicant
but small (see Table Ill). Adolescents, parents] teachers observe behaviors in different conterts
likely have different comparison groups in mind whating behavior. The PRP intervention may hawkda
more noticeable impact on behaviors at home thsewdlere. Furthermore, adolescents may view their ow
behavior differently across contexts, compared dcepts or teachers reporting on behaviors at home o
school, respectively. In any event, given the Hghtion and the lack of significant results fatodescent and
teacher reports, it will be important to replictite parent report findings.
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Parent reports suggest that changes in interngligimptoms may precede changes in behavior
problems. Effects on parents’ reports of adolestdanternalizing symptoms (somatic complaints, abci
withdrawal, and depression/anxiety) appeared sdi@n the intervention (at the post assessment)vesre
significant for most assessments across the thesgsyof follow-up. Effects on parents’ reports of
adolescents’ conduct symptoms emerged about sapelaa half after the intervention groups had ended.

We found limited evidence for PRP’s superiorityatale to PEP. Considering overall effects, the
PRP and PEP groups did not significantly differhwigéspect to either conduct or internalizing sympmn
any measure. While analyses examining symptom @&aagss the entire follow-up revealed similar liene
for PRP and PEP, analyses examining individualsassent points revealed a small but significant cédo
in conduct symptoms the PRP group relative to B Broup beginning 2 years after the interventibmay
be that the PRP intervention continues to prodaegi conduct symptoms past the third year, perhaphe
result of increased competence in adolescent tiansj but a longer period of follow-up would beeded to
support this claim.

A delayed intervention effect during early and ragblescence is not unique to the current study
(e.g., Hawkins, Guo, Hill, Battin-Pearson & Abbof001). Adolescence is a period of wide-reaching
biological, psychological, and social transitionkieh may make it difficult to detect interventioffets
(Masten, 2004). Furthermore, mid-adolescence ise@@og of increased risk for behavior problems, as
evidenced by normative increases in poor conduoutih mid-adolescence (Moffitt, 1993; Moffitt, 2Q00&
may be that the intervention effect for conductiylems is delayed until individuals enter mid-adotsxe, a
period of greater developmental risk for externajizsymptoms. It is also possible that PRP and PEP
primarily benefit internalizing symptoms but, oveéme, reductions in these symptoms help to reduce
externalizing symptoms perhaps because adoles@ptsmore able to cope with difficult situations.
Reductions in internalizing symptoms that are okmde to others may also facilitate positive social
interactions that protect against feelings of réj@cand anger, and ultimately externalizing proisesuch as
aggression. These interpretations call for futumkwon the mediational pathways and moderatingofact
that underlie the intervention effects.

Adolescence is a period of transition that carmeseased risk for conduct, anxiety, and depression
symptoms. Given the high rates of co-occurrencepigrally supported interventions that affect mpiki
types of symptoms are needed. Although studiespfassion prevention programs in schools oftenato n
examine effects on other types of psychopathol@pyme research suggests that depression prevention
programs may also reduce anxiety, behavioral prebleand substance abuse (e.g., Hannan, Rapee &
Hudson, 2000; Lowry-Webster, Barrett & Lock, 20@jce, Rohde, Seeley & Gau, 2008; Young et al.,
2012). Given the high level of co-morbidity betwedepression and other difficulties (and the overlap
between risk and protective factors), the assessofem broad range of potential intervention effeist an
important direction for future research.

The PRP intervention appears to reduce both paepotted conduct and internalizing symptoms in
adolescents relative to controls. However, PRP rhtl significantly reduce self- or teacher-reporfs o
adolescents’ symptoms. As demonstrated by the mufiedings, it is important to include longitudina
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follow-up and reports from multiple informants, effects may differ over time and in different cotite
Future research should consider the processesgthnhich interventions like PRP and PEP producé the
effects, especially considering the limited evidetitat the cognitive behavioral components of PR#Pdny
effect beyond that of the non-cognitive behavide&P intervention. Attention to process will increas
understanding of both positive and maladaptive kbgweental trajectories while suggesting even more

effective ways of internalizing and externalizinglplems across adolescence and into adulthood.
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Endnote

I

1] Past analyses found that the PRP interventiemgmted depression symptoms in only two out ofethrarticipating
sites (schools A and B versus C; Gillham et alQ720 MM ANCOVAs that contain a School (A and B @) x
condition interaction term reveal that this is nbé case with the reported CBCL internalizing syonptresults
(interaction term¥ (2, 685) = 1.19ns). However, similar to past depression findingg BRP intervention was only
effective in reducing CBCL externalizing symptonoes in schools A and B compared to school C @utgon term:F
(2, 685) = 3.51p < .05; Schools A and B (2, 425) = 12.49, PRP < PEP < Control; SchooF@2, 254) = 3.65p <
.05, PEP < Control, all other comparisons weresignificant).
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